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Abstract
Although advances in medical technology have increased the average lifespan of 
the elderly population, many patients do not receive assistance at the end of life, and 
suffer with avoidable pain and distress. Practitioners and researchers have identified the 
need for further research to improve the quality of EOLC. Research shows that the NP 
may be the best choice of hospital staff to initiate EOLC discussions and decisions with 
patients and their families. For this reason, it is likely that the role of the NP in EOLC 
will expand to a specialty focus in the near future. Therefore, the purpose of this 
evidence-based practice project was to develop a nurse practitioner knowledgebase 
regarding the role of the NP in EOLC.
The research questions generated for the scope of the investigation asked:
(a) what is the level of healthcare knowledge regarding end of life care?, (b) according 
to the literature, what is the role of the NP in EOLC? A Boolean computer search of 
nursing and medical literature for theory-based, data-based, randomized controlled trials 
for citations utilizing CINAHL, MEDLINE, and the Cochrane Library was conducted 
for this systematic review.
Jean Watson’s nursing philosophy of human caring (1979,1985 & 1988) served 
as the theoretical foundation for this clinical project and guided the systematic review 
through data collection of the healthcare literature. EOLC is unique to the culturally
diverse human and encompasses a variety of different perspectives for the patient, 
family, healthcare provider, as well as society as a whole.
Using an Evidence Based Medicine (EBM) approach, based on that of Sackett, 
Straus, Richardson, Rosenberg, and Haynes (2000), a knowledgebase was developed 
according to methods described by Davidson (2003), in which key findings from the 
systematic review of randomized control trials, data-based and theory-based literature 
were compared to available current practice guidelines, resulting in best practice 
recommendations. These recommendations emphasize the necessity for components of 
EOLC that are patient-specific and individualized. The need for further attention to the 
role of the NP in EOLC is critical. Evidence-based practice modalities that will utilize 
current perspectives of the NP in EOLC are essential for the good death experience.
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CHAPTER I 
Dimensions of the Problem
Advances in scientific knowledge have increased the average life span of the 
elderly population. Many older Americans are facing chronic illnesses and terminal 
diagnosis in the final years of life. The final years can be difficult for older people if they 
do not receive the appropriate assistance at their end of life. This period of life can be 
stressfiil and very expensive for families. The healthcare system is not prepared to meet 
the needs of the growing number of people facing long-term progressive illness and 
disabilities before death.
At the same time, Americans are living longer lives. In the early 1900’s, the life 
expectancy of an American averaged 47 years. The most common causes of death were 
pneumonia, tuberculosis, diarrhea, enteritis and injuries. Death occurred within days of 
the diagnosis. People did not survive long-term with chronic illnesses because death 
resulted fi*om an acute illness. People died at home with their family at the bedside.
In the 2000’s, the life expectancy of Americans has risen to 75 years. Currently, 
the most common causes of death are heart disease, cancer, stroke, chronic respiratory 
disease, diabetes and injuries. Dementia and dual diagnosis shape the later years of life 
for many Americans. Medicare covers medical treatment at hospitals and by providers at 
the end of life. The increase in lifespan is creating a new set of challenges for healthcare 
providers. Most Americans spend their final days at the hospital, long term care facility 
(LTCF), or inpatient hospice with paid professionals providing end of life care (EOLC).
Nearly all elderly will confront a chronic illness or disability and need palliative 
care within the last two years of life. Longer life expectancy and fi-eedom fi*om disease
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and injury in turn affect America's healthcare system. However, the healthcare system is 
not prepared to adapt to the chronic illness and disability that elderly Americans are 
likely to face at the end of their longer lives. Healthcare cost patterns reflect the changes 
in life expectancy of Americans. The majority of U.S. healthcare costs are magnified in 
the final years of life. The most intense costs and treatments occur in the final phase of 
life related to elderly living with fatal chronic illnesses.
The overall health picture for younger Americans has improved while health 
problems have become lumped into the last years of life. The average American lives a 
longer, healthy life with only intermittent health problems or chronic conditions that are 
compatible with normal life, leaving fi-agile health and complicated care needs that 
ordinarily mark the years just before death.
Conversely, advanced practice nurses play a critical role in leading efforts to 
improve healthcare access, promote clinical excellence and quality of life, document 
outcomes, and increase cost effectiveness. Advanced practice nurses (APNs) are RNs 
who have acquired specialized knowledge and skills by completing a master's or 
doctorate degree in their specialty. The Oncology Nursing Society (ONS), American 
Nurses Association, American Association of Colleges of Nursing, and National Council 
of State Boards of Nursing officially adopted the title "advanced practice nurse" as the 
single designation for clinical nurse specialists (CNSs) and nurse practitioners (NPs).
The advanced practice nurse is trained to facilitate decision making with the family and 
patient regarding treatment choices and personal wishes. Research has substantiated the 
positive impact of CNSs and NPs, Significant outcomes include increased access to care 
and patient education; improved patient satisfaction, cost effectiveness, and patient
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compliance; fewer hospital admissions; and decreased lengths of stay, readmission rates, 
emergency room visits, and healthcare costs (Brooten & Naylor, 1995; Crosby, Ventura, 
& Feldman, 1987).
The care of the dying patient should be guided by the values and preferences of 
the individual patient. Independence and dignity are essential issues for many dying 
patients. Maintaining control and not being a burden can also be significant concerns. 
Advanced practice nurses often face the challenge of respecting the patient’s choices that 
maximize the quality of life and independence at the expense of optimal safety. This 
challenge requires sensitivity to each patient's needs and values. When the patient loses 
decision-making capacity, care should be guided by previous conversations as well as by 
written advance directives, if available. Decisions made by surrogates should be guided 
by the patient’s expressed wishes.
Problem Statement
Why should we as a society and as healthcare providers be concerned with 
EOLC? In the next 30 years, it is estimated that the number of older Americans will 
continue to grow at a substantial rate. In 2000, 4.2 million Americans were 85 or older. It 
is estimated that by 2030, the baby-boom cohort of the 1950s will begin to hit age 85 and 
that approximately 9 million Americans will be confronted with serious chronic illness. 
EOLC will be a definite challenge and expenditure for health care in the upcoming years.
Medical professionals accept EOLC as palliative or comfort-oriented care, but 
there is still no widely accepted definition of the term. The message typically associated 
with palliative care often assumes that it means a comfort care versus curative treatment. 
However, chronically ill patients may require a combination of both kinds of care. Early
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in the course of their illness, they may need both curative treatment and "palliative" care 
aimed at symptom management In later stages, some treatments may stall the 
progression of illness, even while most needs are for relieving symptoms and providing 
support.
One of the barriers to EOLC is that our culture relates death to medical failure. 
When a family member makes a decision to accept death as an outcome the physician 
may feel defeated. The focus on medical cures can fog the healthcare providers vision to 
providing dignified compassionate care. Traditionally, physicians are known for “doing 
things to patients” and nurses “doing things for patients.” Healthcare providers must be 
patient advocates for EOLC issues. Nurses have been trained to sit, comfort and discuss 
options good and bad with the patient. Physicians are not comfortable discussing death 
and dying.
Death is a natural part of living. EOLC is one of the greatest hardships a person 
and family must bear. Nurses are trained to make this a comfortable and smooth 
transition for both the patient and the family. The key to quality EOLC is pain and 
symptom management as well as education. Therefore, the problem statement that is 
generated for the scope of this investigation concerns the role of the nurse practitioner in 
end of life care.
Statement o f Purpose
What are the implications of EOLC on the primary healthcare provider, primarily 
the nurse practitioner? The role of the nurse practitioner (NP) in EOLC is specific to 
education and symptom management. The NP must utilize evidenced based practice to 
meet the needs of the patient and family in end of life care.
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The nurse practitioner has the educational background to provide support for 
dying patients and their families through the use of palliative care. In a home, hospital or 
nursing home setting, the NP can support and educate staff on palliative care and pain 
control measures. NPs can provide psychological support to families and the patients.
The NP can reduce the hospital length of stay by informing patients and their families of 
the option to use hospice Services in the home setting. The NP can serve as a liaison 
between the nursing home, LTCF, hospital and home hospice care services.
The NP can assist the families and patients with clarifying the goals of EOLC.
NPs can help families meet their goals by educating them about the appropriate medical 
treatments. NPs education of disease processes can assist families with decisions to 
withhold or withdraw treatments that do not meet their goals. NPs can assist the patient 
and family with spiritual, psychosocial, and emotional needs. The trust between the 
family and healthcare provider enables the NP to provide these services as well as to 
suggest short-term respite inpatient services, if needed. The NP may provide bereavement 
counseling to surviving friends and family.
The NP is qualified to conduct evidence-based research to improve the quality of 
care for elders at the end of life. There are very few studies that have been conducted 
related to palliative care. The lack of research in palliative care may be due to ethical 
challenges in studying terminal patients. However, a study focusing on cost effectiveness 
and economic outcomes of palliative care for oncology patients in the home setting found 
that nurse coordination of palliative care saved 40% of costs normally associated with 
this group of terminal patients. More research needs to be conducted by NPs related to 
outcomes of palliative care. NPs need to be an active part of the hospice team and should
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initiate or participate in research related to outcomes of older individuals who use 
palliative care and hospice services.
NPs who specialize in oncology are extremely skilled in EOLC issues. Oncology 
NPs function primarily as clinical experts in oncology by providing direct, episodic 
health care to prevent and meet the acute, symptomatic, and palliative care needs of 
patients with cancer. NPs' scope of practice includes comprehensive health assessments; 
differential diagnosis; ordering, supervising, and interpreting diagnostic tests; prescribing 
pharmacologic and nonpharmacologic treatments in collaboration with a physician 
partner; and screening to prevent illness and promote wellness.
NPs serve as researchers, consultants, educators, and advocates in addressing 
patient needs and cancer care issues. Although the individual patient is the NP s primary 
focus, secondary spheres of influence may include family health and creating systems to 
meet community health needs (American Academy of Nurse Practitioners, 2001; Lynch, 
Cope, & Murphy-Ende, 2001). Why should we as a society and as health care providers 
be concerned with EOLC? In the next 30 years, it is estimated that the number of older 
Americans will continue to grow at a substantial rate. In 2000,4.2 million Americans 
were 85 or older. It is estimated that by 2030, the baby-boom cohort of the 1950s will 
begin to hit age 85 and that approximately 9 million Americans will be confronted with 
serious chronic illness. EOLC will be a definite challenge and expenditure for health care 
in the upcoming years. Therefore, the purpose of this project is to further explore the 
healthcare literature regarding the role of the nurse practitioner in end of life care.
Significance o f the Study
The current level of healthcare knowledge regarding the role of the nurse 
practitioner in EOLC is limited. A computer search utilizing CINAHL, MEDLINE, and 
the Cochrane Library, revealed only several articles on this subject. Terms utilized in the 
search included the following:
Table 1
Summary o f Literature Searches
Search Terms Number of Citations Database






advanced practice nursing and EOLC 51 CINAHL
62 MEDLINE
2 COCHRANE
nurse practitioner and palliative care 7 CINAHL
9 MEDLINE
14 COCHRANE
nurse practitioner and Watson 0 CINAHL
0 MEDLINE
0 COCHRANE
EOLC and Watson 0 CINAHL
0 MEDLINE
0 COCHRANE




Note. CINAHL = Cumulative Index to Nursing and Allied Health Literature, MEDLINE 
= Medical Literature Online, COCHRANE = Cochrane Library (Cochrane Database of 
Systematic Review, Cochrane Database of Abstracts of Reviews of Evidence, and 
Cochrane Clinical Trials Register).
Clinical significance regarding EOLC is focused on the need for cost-effective, 
high-quality care. Although quality of care has been shown to be of great significance to 
the patients, providers, and third party payers, there has been little evaluation or 
published research regarding the role of the APRN in EOLC (Bryant & Graham, 2002).
Hospice was at term derived fi-om the Latin term hospes, meaning host or guest. 
Historically, hospices were places where people would go to die. The National Hospice 
and Palliative Care Organization (NHCPO) defines hospice as ”... a team-oriented 
approach to patient’s needs and expert medical care, pain management, and spiritual 
support expressly tailored to the patient’s needs and wishes. Support is provided to the 
loved ones as well.
At the center of hospice care is the belief that each of us has the right to die pain- 
]free and with dignity, and that our families will receive the necessary support to allow 
one to do so. Hospice focuses on caring not curing, and in most cases, care is provided in 
the patient’s home. Hospice care is also provided in fi*eestanding hospice centers, 
hospitals, and nursing homes and other long term care facilities (Kuebler, et al, 2005, 
p.5).
Conversely, palliative care is defined as “an approach that improves the quality of 
life of patients and their families facing the problems associated with life-threatening 
illness, through the prevention and relief of suffering by means of early identification and 
impeccable assessment and treatment of pain and other problems, physical, psychosocial
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and spiritual” (Kuebler, et al, 2005, p.6). The APRN has a history of embracing the 
wholistic approach to patient care and is better prepared for the diversity and challenge of 
meeting the needs and caring of the aging population (Shuler, Huebscher, & Hallock, 
2001).
Ultimately, as the literature suggests, the nurse practitioner is best prepared to 
provide palliative care in a hospice setting by caring for patients and families as they 
move through the death experience. The role of the nurse practitioner in providing EOLC 
is therefore, cost-effective and high-quality care. Likewise, the clinical significance of 
the study is to document nurse practitioner cost-effective and high-quality EOLC.
Theoretical Foundation
Jean Watson’s nursing philosophy of caring (1979, 1985 & 1988) will be used as 
a theoretical foundation for this project. Watson’s philosophy was selected as a 
theoretical foundation because it promotes professional nursing caring to integrate the 
arts, humanities, social, and behavioral sciences into human care and the healing process. 
In her work, she issues a call for a return to the earlier values of nursing and emphasized 
the caring aspects of nursing. Not only does Watson provide a caring context for EOLC, 
her theory is one that is futuristic in that she describes person, environment, health, and 
nursing in ways that further the role of the nurse practitioner in providing EOLC.
Watson (1985) defines caring as “a value and an attitude that has to become a 
will, an intention, or a commitment that manifests itself in concrete acts” (p. 35). Watson 
suggests that caring as a science encompasses a humanitarian, human science orientation 
to human caring processes, phenomena, and experiences of individuals (Watson, 2005);
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centering on the person, preserving dignity and humanity. It is a commitment to 
alleviate another’s vulnerabilities by providing attention and concern for each human life 
(Watson, 2002). Nursing (caring) promotes interpersonal teaching which enables the 
person (human) to provide self-care, determine personal needs, and provide opportunities 
for their personal growth. Nursing must also recognize the human’s internal and external 
environments and their effects on the health and wellness of the individual. Concepts 
relevant to the internal environment may include mental and spiritual well-being and 
sociocultural beliefs of the human. External environmental variables may include 
comfort, privacy, safety, and clean, aesthetic surroundings. Watson believes that health is 
referred to as unity and harmony within the mind, body, and soul, which is associated 
with the congruence between the self as perceived and the self as experienced. Therefore, 
the person (human) and his or her environment through nursing (caring) may experience 
health. Watson’s goal of nursing is to facilitate individuals gaining a “higher degree of 
harmony within the mind, body, and soul which generates self-knowledge, self­
reverence, self-healing, and self-care processes while allowing increasing diversity.” She 
states that the goal is attained through the human-to-human caring process and caring 
transactions and the focus is on the nurse-patient relationship (Watson, 1988).
Caring is the essence of nursing practice. It is a moral ideal rather than a task- 
oriented behavior, which would include the actual aspects of the caring occasion and the 
transpersonal caring relationship between the person and the nurse. Nursing needs to 
preserve the concept of the person in our science and remember a person’s mind and 
emotions are windows to the soul. Accessing a person’s body, mind, and soul requires the 
person be perceived and treated as a whole. Caring requires an understanding of the
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physical, social, psychological, cultural and spiritual aspects of a person’s 
environment. Nursing (caring) is responsible in facilitating health promotion by 
educating their client to improve their life style to achieve high-level wellness. Watson 
bases her theory for nursing practice on ten carative factors. The first three 
interdependent factors serve as the “philosophical foundation for the science of caring.” 
The first factor is defined as satisfaction through giving and extension of the sense 
of self. The second factor promotes holistic nursing care and positive health within the 
client population and describes the nurse’s role in developing effective nurse-client 
interrelationships and in promoting wellness by helping the client adopt health-seeking 
behaviors. Thirdly, the nurse and the client will have recognition of their feelings, which 
leads to self-actualization by self-acceptance for both the nurse and the client. As the 
nurse acknowledges these feelings, they become more genuine, authentic, and sensitive to 
others (Watson, 1988). Clients will share their concerns in an environment that is 
receptive and relaxed. The client will embrace health promotion and management when 
they feel that a caring person is meeting their needs. Watson believes that nursing has the 
responsibility to go beyond the ten carative factors to facilitate the client’s development 
in health promotion and provide caring in a more “healthogenic” manner that integrates 
biophysical knowledge with the knowledge of human behavior to generate health and 
provide caring complimentary to curing. According to Watson, nursing based on human 
values and interest in the welfare of others is concerned with health promotion, health 
restoration, and illness prevention (Watson, 1988). Watson is selected as the theoretical 
foundation for this project due to the intense nature of the EOLC experience, requiring 
ultimate caring from the caregiver through the experience of death.
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Definition o f Terms
For the purpose of this project, the following terms were defined:
Nurse Practitioner Role
TheoreticaL The role of the NP is defined theoretically as that which a registered 
nurse with advanced academic and clinical experience, engages in to diagnose and 
manage most common acute and many chronic illnesses (ACNP, 2004).
OperationaL The role of the NP is defined operationally as that which is engaged 
in by a registered nurse with knowledge and skills acquired from a basic nursing 
educational program and licensed as a registered nurse, with a minimum of a master’s 
degree with a concentration in the advanced practice nursing specialty including both 
didactic and clinical components, advanced knowledge in nursing theory, physical and 
psychosocial assessment skills, nursing interventions, and management of healthcare.
End of Life Care
TheoreticaL EOLC encompasses many forms of care, including, hospice care or 
palliative care. EOLC can occur in many different settings, such as, patients’ homes, 
LTCF, and inpatient hospice facilities, hospitals and intensive care units. The term EOLC 
is recognized globally as those who are involved in caring for and treating terminally ill 
patients. Therefore, EOLC is defined theoretically as healthcare that is extended to 
persons at they near their death experience.
OperationaL EOLC is generally considered to be the care one receives in the 
final six months to two years before death. Thus, EOLC is defined operationally as that 
healthcare that the patient and family receives when the patient is terminally ill (Kuebler, 
Davis & Moore, 2005, p.4).
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Research Questions
For the purposes of this study, the following research questions were generated;
1. What is the level of healthcare knowledge regarding end of life care?
2. According to the literature, what is the role of the NP in EOLC?
Delimitations
Literature was delimited, for the purpose of this integrative literature review, to the 
following:
1. Literature that pertains to end of life care.
2. Literature that is available in the English language or translated into English 
abstracts.
3. Literature available through CINAHL, MEDLINE, and Cochrane Libraries.
4. Literature that is available through the Mississippi University for Women Library 
and Interlibrary loan program.
Limitations
For the purposes of this investigation, a particular limitation identified is that the 
information obtained cannot be generalized beyond the scope of the research reviewed. 
The generalizability of the findings is further impacted by the lack of nursing research, 
fi’om the perspective of nurse practitioners as it relates to EOLC.
Summary
Advances in medical technology have increased the average lifespan of the 
elderly population. Cancer is the leading cause of morbidity and mortality in the US.
Half a million-cancer patients will die fi-om terminal illnesses this year. Many patients do 
not receive assistance at the end of life, and suffer with avoidable pain and distress.
14
Approximately 25% of deaths in the United States occur in nursing homes. Older 
people with chronic illnesses, as well as others with terminal diagnoses, are in need of 
palliative care. Practitioners and researchers have identified the need for further research 
to improve the quality of EOLC. This author feels that EOLC is an imperative part of 
healthcare planning for the future. The NP will be an integral part of the multidisciplinary 
approach to developing a vision o f care. Research shows that the NP may be the best 
choice of hospital staff to initiate EOLC discussions and decisions with patients and their 
families. For this reason, it is likely that the role of the NP in EOLC will expand to a 
specialty focus in the near future.
CHAPTER II 
Review of Literature
This investigation is an integrative literature review which summarizes research 
on a topic of interest by placing the research problem in context and identifying gaps and 
weaknesses in prior studies to justify new investigations (Polit & Beck, 2004). For the 
purpose of this investigation, data-based and theory-based manuscripts were reviewed 
and critiqued using a knowledgebase template regarding end of life care (EOLC). 
Literature reviewed regarding the role of the nurse practitioner in EOLC totaled 17 
manuscripts, which represented reviews of another 760 references. In this chapter, an 
overview of the study variable is presented as it has emerged from the developing 
knowledgebase.
A n Overview o f the Healthcare Literature Related to the Role o f the NP in EOLC
According to Agrawal and Danis (2002), concepts regarding clinical death were 
explored in a manuscript regarding optimal EOLC. The authors examined six domains 
suggested by Emanuel and Emanuel (1998) for measuring a “good death.” The domains 
of physical symptoms, psychological symptoms, cognitive symptoms, economic/patient 
caregiver needs and social relationships/support. Spiritual/existential beliefs and 
hopes/expectations were used to discuss a “good death” in relationship to the goals of 
clinical research. A strength of the paper was the discussion regarding domains that were 
originally suggested in 1998 regarding good death. A weakness of the paper was that 
only cancer was reviewed in relationship to palliative care while there is a need to 
research the concept and domains with other EOLC disease states. An opportunity for 
further research extends from the paper. A threat to the paper is that the Institute of
15
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Medicine definition of “good death” may not be acceptable or applicable to other 
cultures. Emanuel and Emanuel (1998) domains may need to be reviewed prior to further 
study in light of our growing multiple cultural society. The authors offered the following 
suggestions to facilitate the merger of these two goals: First, modify clinical trial consent 
forms so patients understand that participation in a clinical trial does not preclude the 
possibility of death. Second, build a palliative care component into clinical trials so that 
patients can participate in clinical trials and receive EOLC standard of care. Finally noted 
was the need of the caregiver of terminally ill research subjects to arrange a continuum of 
care so that dropping out of a trial does not jeopardize medical care and to also train 
clinical investigators in EOLC care. Counseling strategies for terminally ill participants in 
clinical research is needed.
In a data-based study by Beckstrand and Kirchhoff (2005), obstacles to EOLC 
were explored. The research was a quasi-experimental design, post-test only (N — 864). A 
strength of the study was its large sample size. A weakness of the study was that there 
was limited face validity since many of the respondents did not understand terms of the 
survey. The study provides recommendations for practice. The complicated process of 
dying limits research in that specific interventions are difficult to define. Physicians and 
nurses can assist with the removal of EOLC barriers by initially educating the patient and 
family.
Bem-Klug, Gessert, Crenner, Buenaver, and Skirchak (2004) studied variables of 
EOLC in nursing homes in an exploratory, qualitative design with intensity sampling (N 
= 12). Using grounded theory, twelve physicians agreed that consensus is integral in good 
quality EOLC. A lack of clarity in definition of terms may have obscured the intended
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meaning of the authors. However, the study provides a foundation for further research 
to identify values of other healthcare team members. The selection of subjects from only 
the medical director role may have skewed findings. Key findings from the study suggest 
that EOLC can be addressed when setting advance directives. Consensus is important in 
prognosis and in developing a palliative care plan.
Buchanon, Choi, Wang, and Ju (2004), explored a number of variables of EOLC 
found in nursing home, hospice, and end-stage cancer through a retrospective chart 
review (N -  18,211). A strength of the study was its large sample size used to improve 
palliative care provided to dying nursing home residents. However, a lack of clarity in 
definition of terms regarding palliative care may have obscured the intended meaning of 
authors. Findings revealed hospice services are widely underutilized related to current 
health policies encouraging restorative care. The study only reviewed residents that were 
admitted to the facility under hospice care. It was recommended that MDSs should be 
reused to record minimum standards for palliative care with or without the use of 
hospice. It was noted that many end-stage residents are not receiving adequate palliative 
care in nursing facilities. A limitation to the study was that the majority of the hospice 
residents were white, female, widowed, and older than other end-stage residents.
In a data-based study by Casarett, Hirschman, Coffey, and Pierre (2002), the 
variables of palliative care and EOLC were explored using a quasi-experimental design 
with prospective chart review (Â  = 100). The setting was a large Veterans Administration 
Medical Center where information was easily accessible, but a lack of clarity in definition 
of terms and method may have masked internal threats to validity and reliability of 
findings. However, the results of the study provide a foundation for future research
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regarding EOLC care. One threat to application of findings was the limited follow-up 
on patients after the initial enrollment. The study looked at whether or not a palliative 
care clinic could have a role in the improvement of EOLC care. Although hospice 
services are available and can offer options for EOLC patients, often they are not enrolled 
until the last few days or weeks of their life. As the population continues to age it will 
become more necessary to seek innovative ways in which to provide care for the 
terminally ill patient in the home, long-term care facilities, or in hospitals.
Farber, Egnew, Herman-Bertsch, Taylor, and Guldin (2003) interviewed subjects 
about patient perception, caregiver perception, and factors impacting EOLC. The 
qualitative design used an ethnographic approach with open interviews and content 
analysis (N= 43). A strength of the study was that all interviews were conducted by three 
of the study authors after teaching and rehearsal with a faculty member who was an 
expert in ethnographic research data analysis and included two professionals with 
extensive experience in qualitative research. The open-ended qualitative approach 
minimized interviewer bias. However, a weakness to the design was that the 
homogenous sample size included primarily elderly Christian-European-Americans and 
was limited geographically to the Northwestern US. The study validated previous 
research that EOLC is a complex personal experience, but the homogenous sample of 
convenience limits the ability to generalize the findings to the people of other ethnic 
origins and geographical areas of the country. Key findings revealed that four major 
clinician/patient/caregiver themes emerged from the analysis of the data. The themes 
were: awareness, management, coping relationship, and personal experience.
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In a manuscript by Gabany (2000), advance directives, components of EOLC 
and palliative care were explored. The manuscript was that of a systematic literature 
review that examined the factors influencing healthcare for the elderly and the terminally 
ill in modem healthcare. No schematic model was provided for the study, which may 
limit accurate interpretation of the author’s intended meaning, but the review of literature 
does provide the foundation for further research. A threat to application of the findings 
was the lack of clarity in definition of terms and method, which may be a source of 
potential bias influencing interpretation. The literature reviewed noted that NPs were 
knowledgeable regarding legal guidelines for dealing with end-of-life decisions and many 
NPs believed patient deaths were prolonged unnecessarily.
In a data-based study by Green (2004), NPs perceptions, behaviors, and caring 
were explored using the Caring Behaviors Inventory (CBI). The descriptive design (N= 
348) used the theoretical foundation of Human Caring (Watson, 1985). The study was 
extremely well designed, but because the family members were present with patients, 
responses may have been altered, which may be a potential threat to validity and 
reliability of findings. Moreover, nurses who feared their answer would exemplify them 
as uncaring may not have answered truthfully. The study provides a foundation for 
further research but application should be cautious due to the potential for skewed 
findings since caring is subjective in nature.
Harstade and Andershed (2004) explored the concepts of home care, palliative 
care, and elements of EOLC in a qualitative (N — 9) design using Grounded Theory 
(Strauss, 1967). One researcher conducted all interviews using a qualitative framework 
inspired by grounded theory that allows the researcher to explore life from a subject’s
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perspective. However, generalizability of findings is limited due to a homogenous 
sample of convenience. Participants were limited to one study site and diagnosis. Three 
categories emerged regarding EOLC that were classified as safety, participation, and 
trust. It was suggested that in order for caring to be considered good, the needs 
represented by all three categories must be fulfilled. The findings revealed that EOLC 
must be viewed in terms of relationships and tasks, both of which are found in the three 
categories of safety, participation, and trust.
Jablonski and Wyatt (2005), explored barriers and symptoms related to EOLC 
symptom management. Using a conceptual model, adapted fi'om Benner’s Novice to 
Expert (2001), the Symptom Management Model (SMM) was developed by the faculty at 
the School of Nursing at the University of California in San Francisco. The researchers 
depicted aspects of the SMM with a schematic diagram to illustrate relationships. A 
weakness of the theory-based manuscript was that it did not adequately address proposed 
obstacles in the model, but does provide a foundation for further research although a lack 
of clarity in definition of terms may obscure the author’s intended meaning. The authors 
noted that although awareness is increasing for the need of quality EOLC, a recent survey 
found that many healthcare providers view death as failure.
In a study by Quaglietti, Blum, and Ellis (2004), components of EOLC, palliative 
care, and advanced practice issues for the adult nurse practitioner were explored. The 
authors reviewed the clinical development of the palliative care role for NPs and 
reimbursement issues affecting care. A weakness to the study was that the authors did 
not provide a visual schematic of concepts to illustrate their intended meaning, however, 
the work does provide a foundation for further research even though the article was not
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organized well for the purposes of clearly communicating intended meaning.
Regardless of its drawbacks, the historical overview of how NPs have been providing 
EOLC in different settings since the 1970’s with regard to their ability to decrease the 
cost of healthcare is warranted.
In a classic study by Resnick and Andrews (2002), components of EOLC and 
treatment preferences were explored using a descriptive design (N= 135). Face-to-face 
interviews were completed a year apart through private interviews in the patient’s 
apartments or their healthcare provider’s office. Although the different settings could 
account for a source of variance, the research provides the foundation for future work.
The purpose of the study was to document EOLC and treatment preference of the older 
adult and to examine the impact of the APRN’s ability to initiate interventions to help 
facilitate treatment preferences in EOLC. The study revealed that the majority of older 
adults do not want life-sustaining interventions in EOLC while comfort is preferred.
In a data-based study by Rice, Coleman, Fish, Levy, and Kutner (2004), 
components of EOLC and palliative care were explored using a qualitative interview (N= 
30). A strength of the study was the structured interview questionnaire, while a lack of 
clarity in definition of terms may obscure intended meaning of authors. The research 
provides a foundation for further work concerning EOLC quality assurance, but results 
should be viewed with caution due to the potential for skewed data resulting fi*om 
personal biases of interviewers. Results revealed that educational deficits among 
physicians directly affect outcomes of EOLC as well as staff turnover.
2 2
Shuler, Huebscher, and Hallock (2001), explored wholism, natural, alternative, 
and complementary therapies and wholistic assessment and practice models in their 
manuscript using the Shuler Nurse Practitioner Practice Model (1993). TTie integrated 
model components included fimctional status, psychosocial conditions, social support, 
and environmental conditions. Literature was reviewed for application of the model for 
NP practice. It was noted that cultural and spiritual beliefs provide the basis for a 
wholistic assessment tool suggesting that the model may be easily adaptable to a variety 
of cultures. A weakness of the model is that impairments such as dementia, blindness, 
and/or confusion may make wholistic assessment impossible. The paper demonstrated an 
application of the Shuler NP Practice Model in a vulnerable population, the elderly. It 
also proposed a wholistic model for use in developing a treatment plan and evaluation of 
patient outcomes is indicated, however, no visual depiction of a schematic of the model 
was provided, which may result in misinterpretation of author’s intended meaning.
In a study by Tyree, Long, and Greenberg (2002), components of EOLC used by 
NPs were explored using the Decision Questionnaire (Stoeckle, Doorley, & McArdle, 
1998). The descriptive study (N= 607) reported how NPs approach EOLC. Drawbacks to 
the study was the lack of identification regarding how many years of nursing experience 
the NP has and how much experience the NP has with death. While the study provides a 
foundation for further research, the convenience sample from a national conference may 
have resulted in skewed results as attendees may be uniquely different than non­
convention attendees. Findings revealed the extent to which NPs are involved in EOLC 
care with patients and families and had discussed EOLC decisions during their career. It
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was noted that education and experience appeared to contribute significantly to the 
comfort level of NPs who initiate EOLC discussions.
In a study by Volker, Kahn, and Penticuff (2004), components of EOLC were 
explored using a descriptive, naturalistic study based on Denzin’s model of interpretive 
interactionism (N= 9) and Personal Control Theory (Lewis, 1982), The study included 
interviews of oncology APRN’s with a mean of 22 year’s experience. The study 
documented the vital role of the APRN in patient preference for EOLC but the sample 
included all Caucasian subject and all females. However, findings reveal that EOLC may 
be culturally dependent and warrants fiirther study with more diverse populations while a 
threat to the study is that perception of patient desire for control could be a reflection of 
their demographic profile leading to bias. The study shows America’s value of self- 
determination and empowerment of people to take control of their own healthcare. The 
findings reflected considerable disagreement in regards to preferences in EOLC.
Yabroff and Mandelblatt (2004) explored components of EOLC, palliative care, 
and quality of care in their systematic literature review. The researcher’s developed a 
conceptual model, which they used to guide the literature review and identify the 
components of optimal EOLC. Andersen’s (1995) behavioral model of access to medical 
care was adapted and enhanced to create the author’s Conceptual Model of Realized 
Access to EOLC. The findings firom the review suggested three groupings of barriers to 
EOLC. The three domains were; healthcare system, healthcare provider, and 
patient/family. Physical, psychological, and role fimctioning were included in relevant 
domains while pain control, spirituality, and support of family members, were noted as 
important issues to address.
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Summary
The review of literature regarding the role of the nurse practitioner in EOLC 
totaled 17 manuscripts, which represented reviews of another 760 references. The 
current level of nursing knowledge regarding EOLC is broad and diverse, with more 
disagreements among authors than agreements. The role of the NP in EOLC is even more 
limited, with few studies documenting advanced practice perspectives in EOLC.
Research in this area seems to be hampered by the vulnerability of terminally ill patients 
as well as the handful of NPs who practice in this sensitive area. With fewer and fewer 
NPs preparing as GNPs, a growing access gap to quality EOLC will be experienced by 
those who are terminally ill. Moreover, the very complexity of EOLC, when compounded 
by cultural variations have led to the findings reported by Bryant and Graham (2002) that 
many EOL patients did not have at least one of their many needs met during this stage of 
life. If it is true as reported by Ferrera-Reed (2004) that management of care and the skill 
of the healthcare provider is what determines the quality of a good death, then the need 
for expert EOLC by the NP is crucial. Resnick and Andrew (2002) concur that nurse 
practitioners are more understanding healthcare providers and more likely to implement 
patient wishes in regards to their care. Tyree et al. (2002) also documented nurse 
practitioners to be more open to approaching EOLC discussions with their patients than 
physicians. The literature confirms the need for further research on this important subject.
CHAPTER HI 
Design and Methodology
This chapter will identify the design and methodology used for this research 
investigation. The approach selected was that of an evidence-based systematic review. 
According to Sackett, Straus, Richardson, Rosenbert, and Haynes (2000) evidence-based 
practice attempts to integrate best research evidence with clinical expertise and patient 
values. Because of the lack of sophistication concerning the concepts of interest, both 
theory-based and data-based literature was evaluated. The literature selection procedure 
and literature analysis procedure is further detailed in this chapter.
Approach
An integrated literature review, which is a review of literature that systematically 
analyzes comprehensive information on a topic, weighs evidence, and integrates 
information to draw conclusions about the state of knowledge, was used for this study. 
This investigation employed an evidence-based practice systematic review technique. 
While an integrative literature review summarizes research on a topic of interest, by 
placing the research problem in context and identifying gaps and weaknesses in prior 
studies to justify the new investigation (Polit & Beck, 2004), evidence-based practice 
seeks to integrate best research evidence with clinical expertise and patient values 
(Sackett et. al, 2000). A summary of the current literature regarding the role of the nurse 
practitioner in end of life care was generated.
Literature Selection Procedure
A systematic search of CINAHL, MEDLINE, and the Cochrane Library was 
conducted for the relevant literature concerning the role of the nurse practitioner in end of
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life care. The reference list accompanying each article was then manually reviewed for 
further articles pertaining to the subject. Articles were selected based on inclusion of at 
least one of the relevant concepts, whether as the focus of the article or as part of a 
broader topic. Other informative articles were also included to further explore the 
knowledgebase.
The systematic review of the literature began with CINAHL to find relevant 
nursing literature on end of life care. Next, MEDLINE and then the Cochrane Library 
were evaluated for further relevant literature. Journal articles were obtained through the 
Mississippi University for Women library, via Internet databases and interlibrary loan.
The review incorporated literature beyond that of nursing to expand the knowledgebase 
for a thorough review, thus providing a multi-disciplinary approach.
References utilized were relevant and applicable to this investigation. The 
references were obtained from reputable and respected scholarly journals in the 
healthcare fields. The evidence-based practice procedure (Sackett, et al., 2000) for the 
systematic review comprised the following steps:
1. convert the need for information (about prevention, diagnosis, prognosis, 
therapy, causation, etc.) into research questions,
2. track down the best evidence with which to answer the questions using a 
variety of database strategies.
3. critically appraise the evidence for its validity (closeness to the truth), impact 
(size of the effect), and applicability (usefulness in our clinical practice 
addressing both sensitivity and specificity).
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4. integrate the critical appraisal with clinical expertise and the patient’s 
unique biology, values and circumstances (p. 3-4).
Literature Analysis Procedure
For the purpose of this study, a knowledgebase of literature critiques (Davidson, 
2003) was used to organize the literature reviewed by source and date, variables of 
interest, literature type and research tools, research design and sample size, theoretical 
foundation, references, and key findings. Data was analyzed in terms of relevancy of 
findings and then summarized utilizing a chart format to assist in application of findings 
to the clinical problem. The findings document the current state of knowledge available 
that is discussed in Chapter Four according to the research questions regarding end of life 
care.
Summary
The process of literature selection and literature analysis provided structure to and 
elicited meaning from the research data obtained in the review of literature. This 
investigation will allow nurse practitioners to identify areas related to EOLC that has 
implications for education, health policy, theory, research, and advanced practice. Issues 
identified in this investigation will also help with implementation of interventions to 
improve EOLC.
CHAPTER IV 
Knowledgebase Findings and Practice-Based Application
The purpose of this chapter is to present the findings fi*om the knowledgebase that 
was derived fi*om this evidenced-based systemic literature review. Knowledgebase tables 
document pertinent findings developed fi*om this study. Findings fi*om the literature 
reviewed are addressed in this section in terms of each research question generated for 
the scope of this study.
Knowledgebase Findings 
In order to obtain the knowledgebase findings, a systematic literature search of 
CINAHL, MEDLINE, and the Cochrane Library was conducted by this author. The 
literature reviewed totaled 17 citations, which represented another 760 references. 
Findings from the literature reviewed are addressed in this section in terms of each 
research question generated for the scope of this study.
Research Question One
Research question one asked: What is the level of healthcare knowledge regarding 
end of life care? Based on the level of knowledge generated concerning EOLC, a gap of 
knowledge was documented from the perspective of advanced practice and quality 
EOLC. The current level of nursing knowledge regarding EOLC is broad and diverse, 
with more disagreements among authors than agreements. Moreover, the very complexity 
of EOLC, when compounded by cultural variations have led to the findings reported by 
Bryant and Graham (2002) that many EOL patients did not have at least one of their 
many needs met during this stage of life. The literature confirms the need for further
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research on this important subject. A table summarizing the characteristics of the 
citations is provided below.
Table 2
Research Question One Characteristics o f Citations Reviewed
Citation Type Database
Agrawal and Danis, 2002 Theory-based MEDLINE
Beckstrand and Kirchhoff, 2005 Data-based (Quasi-Experimental) CINAHL
Bem-Klug et al., 2004 Data-based (Exploratory) MEDLINE
Buchanon et al., 2004 Data-based (Retrospective) MEDLINE
Casarett et al, 2002 Data-based (Quasi-Experimental) MEDLINE
Farber et al., 2003 Data-based (Ethnographie) MEDLINE
Gabany, 2000 Data-based (Systematic Literature 
Review)
CINAHL
Green, 2004 Data-based (Descriptive) CINAHL
Harstade and Andershed, 2004 Data-based (Qualitative) CINAHL
Jablonski and Wyatt, 2005 Theory-based CINAHL
Quaglietti, Blum, and Ellis, 2004 Theory-based CINAHL
Resnick and Andrews, 2002 Data-based (Descriptive) CINAHL
Rice et al., 2004 Data-based (Qualitative) MEDLINE
Shuler, Huebscher, and Hallock, 
2001
Theory-based CINAHL
Tyree, Long, and Greenberg, 
2002
Data-based (Descriptive) CINAHL
Volker, Kahn, and Penticuff, 
2004
Data-based (Descriptive) CINAHL
Yabroff and Mandelblatt, 2004 Data-based (Systematic Literature 
Review)
MEDLINE
Note. Total number o f citations reviewed =17.
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Research Question Two
Research question two asked; According to the literature, what is the role of the 
nurse practitioner in end of life care? The role of the NP in EOLC is even more limited, 
with few studies documenting advanced practice perspectives in EOLC. Research in this 
area seems to be hampered by the vulnerability of terminally ill patients as well as the 
handful of NPs who practice in this sensitive area. With fewer and fewer NPs preparing 
as GNPs, a growing access gap to quality EOLC will be experienced by those who are 
terminally ill. Resnick and Andrew (2002) concur that nurse practitioners are more 
understanding healthcare providers and more likely to implement patient wishes in 
regards to their care. Tyree et al, (2002) also documented nurse practitioners to be more 
open to approaching EOLC discussions with their patients than physicians. A table 
summarizing the characteristics of the citations is provided below.
Table 3
Research Question Two Characteristics o f Citations Reviewed
Citation Type Database
Gabany, 2000 Data-based (Systematic Literature 
Review)
CINAHL
Green, 2004 Data-based (Descriptive) CINAHL
Quaglietti, Blum, and Ellis, 2004 Theory-based CINAHL
Resnick and Andrews, 2002 Data-based (Descriptive) CINAHL
Shuler, Huebscher, and Hallock, 
2001
Theory-based CINAHL
Tyree, Long, and Greenberg, 
2002
Data-based (Descriptive) CINAHL
Volker, Kahn, and Penticuff, 
2004
Data-based (Descriptive) CINAHL
Note. Total number o f citations reviewed = 7.
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Practice-Based Application
In order to obtain the practice-based findings, a search for clinical practice 
guidelines housed in the world wide web (WWW) was conducted by this author. The 
web revealed no sites with clinical practice guideline holdings concerning end of life 
care.
Research Question One
Research question one asked: What is the level of healthcare knowledge regarding 
end of life care? A systematic search of the WWW revealed no best practice guidelines. 
Research Question Two
Research question two asks: According to the literature, what is the role of the 
nurse practitioner in end of life care? Again, a systematic search of the WWW revealed 
no best practice guidelines.
Summary
This chapter presented the findings of the knowledgebase that was derived fi*om 
this evidenced-based systematic literature review. Pertinent findings were discussed 
according to each of the research questions posed in Chapter One. A search of the World 
Wide Web was performed to find the best practice guidelines pertaining to the research 
questions posed in Chapter One. No best practice guidelines were identified. A gap in the 
literature was demonstrated for the research questions under investigation. The lack of 
clinical practice guidelines are further evidence that further research regarding EOLC is 
urgently warranted. If it is true as reported by Ferrera-Reed (2004) that management of 
care and the skill of the healthcare provider is what determines the quality of a good
32
death, then the need for expert EOLC by the NP is crucial. This chapter presented the 
results of the evidence-based practice project regarding the role of the NP in EOLC.
CHAPTER V
Evidence-Based Conclusions, Implications, and Recommendations
Although advances in medical technology have increased the average lifespan of 
the elderly population, many patients do not receive assistance at the end of life, and 
suffer with avoidable pain and distress. Approximately 25% of deaths in the United 
States occur in nursing homes. Older people with chronic illnesses, as well as others with 
terminal diagnoses, are in need of palliative care. Practitioners and researchers have 
identified the need for further research to improve the quality of EOLC. This author feels 
that EOLC is an imperative part of healthcare planning for the future. The NP will be an 
integral part of the multidisciplinary approach to developing a vision of care. Research 
shows that the NP may be the best choice of hospital staff to initiate EOLC discussions 
and decisions with patients and their families. For this reason, it is likely that the role of 
the NP in EOLC will expand to a specialty focus in the near future. This chapter will 
document die conclusions, implications, and recommendations of this evidence-based 
practice project.
Summary o f the Investigation
This literature review was undertaken to explore the literature regarding the role 
of the nurse practitioner in end of life care. A gap in healthcare knowledge, nursing 
knowledge and advanced practice nursing knowledge was documented. The review of the 




Interpretation o f Findings with Conclusions
According to the literature analysis, the findings from this investigation 
demonstrate the current level of nursing knowledge regarding EOLC is broad and 
diverse, with more disagreements among authors than agreements. The role of the NP in 
EOLC is even more limited, with few studies documenting advanced practice 
perspectives in EOLC. Research in this area seems to be hampered by the vulnerability of 
terminally ill patients as well as the handful of NPs who practice in this sensitive area. 
With fewer and fewer NPs preparing as GNPs, a growing access gap to quality EOLC 
will be experienced by those who are terminally ill. Moreover, the very complexity of 
EOLC, when compounded by cultural variations have led to the findings reported by 
Bryant and Graham (2002) that many EOL patients did not have at least one of their 
many needs met during this stage of life. If it is true as reported by Ferrera-Reed (2004) 
that management of care and the skill of the healthcare provider is what determines the 
quality of a good death, then the need for expert EOLC by the NP is crucial. Resnick and 
Andrew (2002) concur that nurse practitioners are more understanding healthcare 
providers and more likely to implement patient wishes in regards to their care. Tyree et 
al. (2002) also documented nurse practitioners to be more open to approaching EOLC 
discussions with their patients than physicians. The literature confirms the need for 
further research on this important subject.
Limitations
There were a number of limitations identified in this study. Primarily, the lack of 
published literature was a limitation in the study. In addition, the subject appears to be 
limited to only U.S. publications. Finally, there is little literature that addresses the role
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of the NP in EOLC. Therefore, the information obtained cannot be generalized beyond 
the scope of the research that was reviewed.
Implications and Recommendations 
The review of the literature concerning the role of the NP in EOLC resulted in a 
number of implications and recommendations focused on nursing theory, nursing 
research, advanced nursing practice, nurse practitioner education, and health policy. Each 
of these areas will be considered in this section.
Nursing Theory
The theoretical foundation for this study was Watson’s Philosophy of Human 
Caring (1988), which provided the framework to explore the literature regarding the role 
of the NP in EOLC. Research is used to validate theory and nursing practice as a 
continuum. The fact that no literature regarding the role of the NP in EOLC was found 
that linked Watson’s theory, documents the need for more theory development and 
research to validate evidence-based practice. Clearly, caring is an appropriate theoretical 
foundation for the role of the NP in EOLC, yet theoretical development connecting NP 
caring in EOLC is critically needed.
Nursing Research
The level of healthcare knowledge regarding the role of the NP in EOLC is 
limited. Further research on the role of the NP in EOLC should focus on community 
interventions and health outcomes. Documenting the good death experience is certainly 
uncharted waters, but this has not held NPs back in the past. Research empowers practice 
and enhances the status of nursing as a profession by expanding nursing’s scientific
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knowledgebase. Research findings not only improve patient care but also affect the 
healthcare system (Polit & Beck, 2004).
Advanced Nursing Practice
Nurse practitioners perceive themselves as expert healthcare providers in the 
process of caring. The literature reviewed certainly documents the expert role that NPs 
have had in EOLC. However, documenting further aspects of the role of the NP in 
EOLC is necessitated as the factors that contribute to the good death experience are 
culturally laden even though only English published literature was found. Extensive 
research is warranted in further documenting the role of the NP in EOLC.
Nurse Practitioner Education
NP education has historically lacked attention to EOLC. Because NP education 
has historically mirrored a focus on cure over care, the many contributions that NPs can 
make in caring have been based on nursing experience. This evidence-based practice 
project documents the need for further attention to the role of the NP in EOLC. The 
literature that does exist regarding the role of the NP in EOLC provides a starting point 
for NP education.
Health Policy
Clearly the traditional medical model has failed to adequately address EOLC for 
patients and family. The healthcare system has therefore relied on nursing to care when 
cure has failed to produce the desired result. When applying this needed paradigm shift 
to the role of the NP in EOLC, it becomes apparent that NPs must assume a leadership 
role in promoting healthcare through education, legislation, and social policy change. 
Collaboration with professional groups, policy makers and community leaders is vital to
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healthcare reform. Thus, it is recommended that nurse practitioners seek innovative 
strategies to design and engage healthcare delivery systems in providing EOLC to 
patients and families facing terminal illness.
Summary
Although advances in medical technology have increased the average lifespan of 
the elderly population, many patients do not receive assistance at the end of life, and 
suffer with avoidable pain and distress. Practitioners and researchers have identified the 
need for further research to improve the quality of EOLC. Research shows that the NP 
may be the best choice of hospital staff to initiate EOLC discussions and decisions with 
patients and their families. For this reason, it is likely that the role of the NP in EOLC 
will expand to a specialty focus in the near future. Therefore, the purpose of this 
evidence-based practice project was to develop a nurse practitioner knowledgebase 
regarding the role of the NP in EOLC.
The research questions generated for the scope of the investigation asked:
(a) what is the level of healthcare knowledge regarding end of life care?, (b) according to 
the literature, what is the role of the NP in EOLC? A Boolean computer search of 
nursing and medical literature for theory-based, data-based, randomized controlled trials 
for citations utilizing CINAHL, MEDLINE, and the Cochrane Library was conducted for 
this systematic review,
Jean Watson’s nursing philosophy of human caring (1979, 1985 & 1988) served 
as the theoretical foundation for this clinical project and guided the systematic review 
through data collection of the healthcare literature. EOLC is unique to the culturally
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diverse human and encompasses a variety of different perspectives for the patient, 
family, healthcare provider, as well as society as a whole.
Using an Evidence Based Medicine (EBM) approach, based on that of Sackett, 
Straus, Richardson, Rosenberg, and Haynes (2000), a knowledgebase was developed 
according to methods described by Davidson (2003), in which key findings from the 
systematic review of randomized control trials, data-based and theory-based literature 
were compared to available current practice guidelines, resulting in best practice 
recommendations. These recommendations emphasize the necessity for components of 
EOLC that are patient-specific and individualized. The need for further attention to the 
role of the NP in EOLC is critical. Evidence-based practice modalities that will utilize 
current perspectives of the NP in EOLC are essential for the good death experience.
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